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ABSTRACT 


Background: Induction of labor is the artificial initiation of labor before its spontaneous onset for the purpose of delivery of 
the feteplacental unit using mechanical or pharmacologic methods.The success of labor induction depends on the cervical 
status at the time of induction. About 20% of pregnant women will have labour induced for variety of reasons. 
Methods:This was a comparative prospective study on 90 patients at term for induction of labour. The patients were 
categorized into two groups — Group A and Group B in each group — 25mcg oral / 25mcg vaginal misoprostol was given. 
Results: The mean age of patients was 27.42+8.6 years in oral group A, 25.52+6.23 years in in the vaginal group B 
(p=0.48). The mean period of gestation was 38.23411.24 weeks in the oral group A, 38.87+12.02 weeks in in the vaginal 
group B (p=0.58). The mean Bishop was 3.43+0.73 in oral group A, and 3.51+0.49 in the vaginal group B (p= 0.37). 
Conclusion: Induction of labor, oral misoprostol 25mcg is as effective as vaginal misoprostol 25mcg for induction of 
labour at term with minimal maternal and fetal complications. 
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INTRODUCTION 


Induction of labor is the artificial initiation of labor 
before its spontaneous onset for the purpose of 
delivery of the feteplacental unit using mechanical or 
pharmacologic methods."! The success of labor 
induction depends on the cervical status at the time 
of induction. About 20% of pregnant women will 
have labour induced for variety of reasons. It is 
generally predicted that the patients with a poor 
Bishop’s score have unacceptably higher rates of 
failure of induction.?! The prostaglandin that has 
been the agent of choice for labour induction is 
prostaglandin E2 (PGE2 or dinoprostone). The use 
of misoprostol, a synthetic PGE! analogue 
commonly used as a gastric cytoprotective agent, 
was first reported in 1987 for the induction of labour 
in cases of intrauterine fetal death in the third 
trimester.! Since then, there has been an increasing 
interest in its use for labour induction at term. 
Induction of labour involves the use of some 
methods (Mechanical, Pharmacological or Surgical) 
on a pregnant uterus that has crossed the period of 
viability to result in the onset of uterine contractions 
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& hopefully end in vaginal delivery of a healthy 
baby. Mechanical methods of induction of labour are 
among the oldest methods to initiate labour."! Most 
hospital statistics have shown that induction rates 
have gone up drastically. Pharmacological methods 
used for induction of labour include prostaglandins 
(PGE2), Misoprostol (PGE1) Mifepristone 
&Relaxin.©! In the absence of a ripe cervix, a 
successful vaginal delivery is less likely. Various 
methods of induction of labour have been used, but 
prostaglandins still remain a preferred method for 
cervical ripening and labour _ induction.!®! 
Misoprostol is well absorbed by oral route with peak 
plasma concentration achieved earlier than vaginal 
route." Induction of labour at term in the presence 
of an unfavorable cervix leads to failed induction & 
increased cesarean section rates. The use of 
prostaglandin preparations with or without oxytocin 
infusion is widely used for labour induction. 
Prostaglandin preparations reduce induction time 
and reduces risk of failed induction. Misoprostol is 
cheap and requires no special storage arrangement. 
Misoprostol can be used by various routes like 
vaginal, sublingual and oral.!®! Misoprostol when 
used vaginally can result in uterine 
hyperstimulation.?! Women with decreased fetal 
movements but with a reassuring nonstress test had 
safe delivery with vaginal route when used for 
induction of labour."°! When used in low doses 
Misoprostol is as effective as dinoprostone. Aim of 
the present study was to compare the safety and 
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efficacy of misoprostol 25 mcg when administered 
in equivalent doses orally and vaginally for 
induction of labour at term. 


MATERIALS & METHODS 


This study was conducted in the Department of 
Obstetrics and Gynaecology, Nimra Institute of 
Medical Sciences, Nimra Nagar, Ibrahimpatnam, 
Jupudi, Vijayawada, Andhra Pradesh. A total of 90 
pregnant women at term in department of Obstetrics 
and Gynecology, Nimra Institute of Medical 
Sciences, during the period of eighteen months i.e., 
from November 2016 to May 2018. Ethical 
committee approval was taken. After getting full 
informed consent, the subjects were randomly 
assigned into two groups: 

Group A: 45 pregnant women received oral 25mcg 
misoprostol- every four hourly to a maximum of six 
doses after maternal and fetal monitoring. 

Group B: 45 pregnant women received vaginal 
misoprostol 25mcg. Tablet was moistened with 
normal Saline and inserted into the posterior fornix 
of vagina. Subsequent doses were administered 4th 
hourly and Bishop score noted before every 
administration. Maternal and fetal parameters were 
assessed by partogram. Drug was repeated every 4th 
hourly till adequate uterine contractions were 
achieved (3 C/10”) or cervical dilatation (> 3cm) 
with maximum of 6 doses. Complications like 
tachysystole, hypertonus& uterine hyperstimulation 
were monitored. If any of the above conditions 
occur, no further drug was given. Labour was 
managed according to labour room protocols. Once 
delivery is achieved, duration of induction — delivery 
interval, mode of delivery, meconium staining 
liquor, Apgar score, maternal side effects of drug 
with nausea, vomiting, diarrhea and shivering were 
noted. Need of oxytocin augmentation was noted. 
Finally number of doses required for induction was 
also analysed. Incidence of postpartum 
haemorrhage& rupture uterus was also analysed. 
Routine biochemical investigations include RBS, 
ABO/ Rh, Hb, BT, CT, Urine examination and 
obstetrical USG was done. 


RESULTS 


This study was conducted in the Department of 
Obstetrics and Gynaecology, Nimra Institute of 
Medical Sciences. This was a comparative 
prospective study on 90 patients at term for 
induction of labour. The patients were categorized 
into two groups — Group A and Group B in each 
group — 25mcg oral / 25mcg vaginal misoprostol 
was given. [Tablel] Shows the demographics with 
regard to age, period of gestation, parity, Bishop 
Score and indication for induction of labor were 
similar in all the three groups. The mean age of 
patients was 27.42+8.6 years in oral group A, 
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25,.52+6.23 years in in the vaginal group B (p=0.48). 
The mean period of gestation was 38.23+11.24 
weeks in the oral group A, 38.87+12.02 weeks in in 
the vaginal group B (p=0.58). The mean Bishop was 
3.43+0.73 in oral group A, and 3.51+0.49 in the 
vaginal group B (p= 0.37). 





Table 1: Demographic charateristics of subjects 


























Variablels Group A Group B P-value 
Maternal age in 27.4248.6 25.52+6.23 0.48 
year 

Period of 38.2341 1.24 38.87412.02 | 0.58 
gestation in weeks 

Pre-induction 3.4340.73 3.51+40.49 0.37 
Bishop score 








Table 2: Shows the Parity of subjects 












































Parity Oral (n=45) Vaginal (n=45) 

No. % No. % 
Primi 28 62.2 29 64.4 
Multi 17 37.8 16 35.6 
Total 45 100 45 100 
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Figure 1: Shows the Parity of subjects. 





[Table 2 & Figure 1] Shows the statistically not 
significant association between parity and route of 
administration of drug P=0.68 (P value > 0.05). 





Table 3: Shows the Prom of subjects. 



































Variable Oral (n=45) Vaginal (n=45) 
No. % No. % 
PROM 35 71.8 30 66.7 
Total 45 100 45 100 
[Table 3] Shows the statistically significant 


association between PROM _  and_= =*route’ of 
administration of drug P= 0.001 (P Value < 0.05). 





Table 4: Shows the Induction — Delivery Interval of 























subjects 

1_-D Oral (n=45) Vaginal (n=45) 
Interval No. % No. % 
<8 hrs 7 15.6 3 6.7 
8 — 12 hrs 28 62.2 31 68.9 
>12 hrs 10 22.2 11 24.4 
Total 45 100 45 100 
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[Table 4] Shows the oral group A- 15.6% had 1-D 
interval <8hrs, 62.2 % 1- D interval between 8-12 
hrs and 22.2% I-D interval >12hrs. Similarly, In 
vaginal group B — 3.0% had I-D interval < 8 hrs. 
68.9% had I-D interval between 8-12hrs and 24.4% 
had I-D interval > 12hrs. 





Table 5: Shows the No. of repeat doses in the subjects. 























No. of Oral (n=45) Vaginal (n=45) 
repeat doses | No. % No. % 
2 45 100 38 84.4 
3 0 0.0 7 15.6 
6 0 0.0 0 0.0 
Total 45 100 45 100 




















[Table 5] Shows the oral group A - 100 % had 2 
repeat doses. In vaginal group B - 84.4 % had 2 
repeat doses, 15.6 % had 3 repeat doses. In both the 
groups A & B, none of them received 6 doses. 
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Figure 2: Shows the Mode of delivery. 





[Figure 2] Shows the oral group A, 35 (77.8 %) had 
normal delivery. 06(13.3 %) had instrumental 
delivery and Only 04(8.9 %) had LSCS. Similarly, 
In vaginal group B, 33(73.33%) had normal 
delivery. 07(15.6 %) had instrumental delivery and 
05(11.1 %) had LSCS. 
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Figure 3: Shows the NICU admission. 





[Figure 3] Shows the oral group A, 41(91.1 %) had 
no NICU admission and Only 04(8.9 %) had NICU 
admission. Similarly, In vaginal group B, 42(93.3%) 
had no NICU admission and Only 03(6.7 %) had 
NICU admission. 


DISCUSSION 





The use of prostaglandin E1 analogue, Misoprostopl 
for induction of labor has been quite promising. It is 
inexpensive can be stored at room temperature, has 
minimal side effects at low doses, can be 
administered with ease by various routes like oral, 
sublingual, vagina, buccal and rectal and more 
importantly acts to promote cervical ripening and 
uterine contractions. Doses ranging from 25 mcg to 
200 mcg have been used but doses more than 50 
mcg is associated with uterine contraction 
abnormalities, meconium passage and _ uterine 
rupture.!''! There are several studies comparing oral 
and vaginal misoprostol as well as sublingual and 
vaginal misoprostol for labor induction.!'*!5! The 
mean age, parity period of gestation and the initial 
Bishop score was similar in all the two groups. This 
distribution was similar to previous studies by Shetty 
et al studies."'° Oral-group A and vaginal-group B 
shows that in both the routes are safe and effective 
for induction of labour and can be alternatively used. 
Observations noted among the oral group A were 
multigravida responds better with multiple doses. If 
induction was done for PROM with oral group A, 
they had successful vaginal delivery. Induction — 
active phase was long, but active — delivery phase 
was short. Multiple doses were needed in majority. 
Oxytocin augmentation was needed in majority. 
Good Apgar score & less NICU admission needed in 
oral group A."7! There were no maternal side effects 
with oral group A. Incidence of PPH was low, 
except one case with traumatic PPH and needed 
internal iliac ligation and blood transfusion. Various 
studies of misoprostol have shown that oral 
misoprostol is safer in terms of incidence of uterine 
hyperstimulation and fetal distress.!'*] Compared to 
vaginal misoprostol, oral is safer and has the lowest 
rate of caesarean section.!"*! In vaginal group B, also, 
complications were less and vaginal misoprostol 
found to be effective; except PROM cases where 
oral misoprostol responds better. There were no 
cases of rupture uterus in both the groups. Women 
has to be given information about what is not known 
and what is known regarding methods of induction 
in order to participate fully in decision making.?° 
Misoprostol may be the best prostaglandin for 
induction of labour.) WHO has incorporated 
recommendations to use misoprostol in induction of 
labour, prevention and treatment of postpartum 
haemorrhage and management of spontaneous and 
induced abortion.”7! Thus, present study shows that 
the fetal outcome results were also comparable in 
both the groups A & B. Maternal side effects were 
also same in the both groups and similar findings 


were seen in studies by Benette et al and Shetty et 
al, !1623] 


CONCLUSION 


In conclusion, this study shows that for induction of 
labor, oral misoprostol 25mcg is as effective as 
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18. 


vaginal misoprostol 25mcg for induction of labour at 
term with minimal maternal and fetal complications. 
The number of dosage required is less; induction 
delivery interval is less, less incidence of failed 
induction and less rate of Cesarean section. Neonatal 
outcome and maternal side effects are comparable in 
both the groups. 


REFERENCES 


Rayburn COF. Pre-induction cervical ripening: Basis and 
methods of current practice. ObstetGynaecol Survey. 
2002;67:683-92. 

Sanchez- Ramos L, Kuntiz AM, Wears RL. Misoprostol for 
cervical ripening and labor induction: A meta-analysis. 
ObstetGynaecol. 1997;89:633-42. 

Neto CM, Leano EJ, Barreto EM, Keng G, De Aquino MM. 
Use of misoprostol for labour induction in stillbirth. Rev Paul 
Med 1987; 105:3254328. 

Boulvain M, Kelly AJ, Lohse C, Stan CM, Irion O. 
Mechanical methods of induction of Labour. Cochrane 
Database of Systematic Reviews. 2010;10. 

Raazia Rauf ,Maliha Sadaf ,AsmaShaheen .Comparison of 
Oral and Vaginal Route of Misoprostol for Induction of 
Labour at Term. Journal of Rawalpindi medical College. 
2012;16:77-79. 

Alfirevic Z, Keeney E, Dowswell T, et al. Labour induction 
with prostaglandins: a systematic review and _ network 
metaanalysis. Am CollObstet Gynecol. 2015;350: g 217. 
Zoqeen Akhtar, Shabnam Tahir Saleem, Farzana Lateef. 
Comparison of Oral Versus Vaginal Misoprostol for induction 
of Labour at Term. Journal of Rawalpindi Medical 
College.2010;14:104-106. 

Varsha L, Deshmukh, Apurva V. Rajamanya. K.A. Yelikar. 
Oral Misoprostol Solution for Induction of Labour. The 
Journal of Obstetrics and Gynecology of India. 2017;67;98- 
103. 

Abulrahim. A Rouzi. MB, SharifaAlsibiani et al. Randomized 
Clinical trial between hourly titrated oral misoprostol and 
vaginal dinoprostone for Induction of Labour. AJOG. 
2014;1:56.e 1-56.¢ 6. 

Olagbuji. BN, Ezeanochie MC, Kubeyinje W, Dunsin T, Ande 
AB. Pregnancy outcome following Induction of Labour with 
intravaginal misoprostol for decreased fetal movements at 
term. Journal MaternFetal Neonatal Med. 2011;24:1225-7. 
Fletcher HM, Mitchell S, Simeon D, Freidrick J, Brown D: 
Misoprostol for labor induction at term. Br J ObstetGynaecol. 
1993; 100:641-4. 

Carlan SJ, Bouldin S, Biust Danielle, O’ Brien WF. Safety and 
efficacy of misoprostol for labor induction. A randomized 
controlled trial. ObstetGynaecol. 2001;98:107-12. 

Jahromi BN, Poorgholam F, Yousefi G, Salarian L. 
Sublingual versus vaginal misoprostol for the induction of 
labor at term: a randomized, triple-blind, placebo-controlled 
clinical trial. Iranian J Med sci. 2016;41(2):79. 

Rezaie M, Farhadifar F, Sadegh SM, Nayebi M. Comparison 
of Vaginal and Oral Doses of Misoprostol for Labour 
Induction in Post-Term Pregnancies. Journal of clinical and 
diagnostic research: JCDR. 2016;10(3):QC08. 

Jindal P, Avasthi K, Kaur M. A Comparison of Vaginal vs. 
Oral Misoprostol for Induction of Labor—Double Blind 
Randomized Trial. J ObstetrGynecol Ind. 201 1;61(5):538-42. 
Shetty A, Danilien P, Templeton A. A comparison of oral and 
vaginal misoprostol in induction of labor at term. Br J 
ObstetGynaecol. 2001;108:218-24. 

WHO recommendations for induction of labour. Geneva: 
World Health Organisation, 2011. 


19. 


20. 


21. 


22. 


23. 





Antil S, Gupta U. Role of titrated low dose oral misoprostol 
solution in induction of labour. Int J ReprodContraceptObstet 
Gynecol. 2016;5:775- 82. 

Weeks AD, Navaratnam K, Alfirevic Z. Simplifying oral 
misoprostol protocols for the induction of labour. BJOG. 
2017; https/doi.org/10.111/1471- 0528. 14657. 

Mozurkewich EL, Chilimigras JL, Berman DR, Perni UC, 
Romero VC, King VJ, et al. Methods of induction of labour: a 
systematic review : BMC Pregnancy Childbirth. 2011;11:84. 
Alfirevic Z, Keeney E, Dowsell T, Welton NJ, Dias S, Jones 
LY, et al. Labour induction with prostaglandins: a systematic 
review and network meta analysis. BMJ 2015; 350: h 217. 
Tang J, Kapp N, Dragoman M, de Souza JP. WHO 
recommendations for misoprostol use for Obstetric and 
Gynecologic indications. Int J Gynecol Obstet. 2013; 121: 
186- 9. 

Benett KA, EL More L, Feischman S, Jones D, Lopel JA. 
Prostaglandin induction in women with prior cesarean 
delivery increases induction time and risk of uterine rupture. 
Am J Obstet Gynecol. 2000;182:S130. 


How to cite this article: Jampana KC. Evaluation of Oral 
versus Vaginal Misoprostol for Induction of Labour: A 
Comparative Study.Ann. Int. 
5(5):0G05-OG08. 


Med. Den. Res. 2019; 


Source of Support: Nil, Conflict of Interest: None declared 








Canals of Inteunational Medical and Dental Research, Val (5), Josue (5) 





ia) 
(9°) 
fo) 
-* 
L mead 
S 
= 
2) 
i" 
DH 
-* 
@ 
- 
<5 
oO 
Dn 
& 
op) 
s! 
5 
& 
(s") 
e 
S 
a 
S 
ge 
<< 


